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ABSTRACT 



Prior to an advertising campaign directed toward the 
handicapped and their families, interviews with 995 adults, 481 
handicapped persons, and 100 physicians were conducted. It was found 
that the lower economic group, which has the highest incidence of 
disability (17% as compared to 5% in upper economic households), has 
the least knowledge of how and where to seek help, and has more 
negative attitudes toward caring for the disabled. Amonq the general 
public, a much larger percentage of those in the lower economic group 
than in the upper and middle groups favors institutionalization of 
the handicapped rather than at-home care, and a much lower percentage 
favors having the handicapped work side by side with the 
non-handicapped. P’ore of the handicapped have received medical 
services than have received vocational training. Results aLso showed 
the need for providing doctors with more information on how to steer 
patients toward rehabilitation. Discussed are suggestions indicated 
by the study for an advertising campaign designed to inform the 
handicapped and motivate them to seek rehabilitation services. (KW) 
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FOREWORD 



Purpose of The Study 

This is the first phase of a two-part "before" and "after" study 
designed to evaluate an advertising campaign directed mainly towards the 
handicapped (or their families). The campaign will seek to inform the handi- 
capped or disabled that rehabilitation help is available to them and to 
motivate them to Sf ak this help. The campaign also will seak to increase 
awareness among the general public and among physicians that rehabilitation 
services for the disabled are available through public agencies. 

There were several purposes of this study. One purpose is to 
provide a baseline against which later to evaluate the effectiveness of 
the advertising campaign among the disabled, physic lan b , and the general 
public in terms of awareness of the advertising itself, awareness that 
rehabilitation services are available, and in terms of action taken by the 
disabled in seeking these services . The first purpose of the study mentioned 
above will not be accomplished until the follow-up study is completed. 

Other purposes of the study, however, will be served by the 
current study. Specifically, these are: 

1) To get an indication of the extent to which the disabled 
who are likely candidates for rehabilitation services either 
know that such help is available or have sought such help. 

2) To find out how easy or difficult it was for those 
seeking rehabilitation services to get information on where 
these were available. 
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3) To find out how satisfactory the results of rehabilitation 
services were among those who sought them. 

4) To explore attitudes among the general public toward 

how the disabled should be cared for (in home versus institution) 
and in what ways and to what extend they should be helped to 
enter into the work force. 

5) To determine from physicians their views as to major 
problems encountered in helping the disabled obtain rehabilitation 
services, and their awareness of the availability of such services 
in their areas. 

How the Study was Conducted 

The interviews in this study were obtained from a nationwide cross 
section of people 21 years of age and over. The original sampling plan 
called for interviewing a cross section of 1,000 adults, half men and 
half women. Based on figures supplied as to the incidence of handicapped 
people in the nation, it was estimated that we would find 200 such people, 
or family members of such people, in the cross section. In addition, all 
those interviewed in the cross section who did not have a handicapped 
member in the household were asked for the names and addresses of handicapped 
people they knew nearby. These names were used as a pool for getting an 
oversample of interviews in handicapped households. It was estimated 
that referrals would provide one and a half times as many interviews in 
handicapped homes as we found in the cross section, or 300 additional 
such interviews. Thus, the final sample was to consist of approximately 
1,000 interviews among the general public, and 500 interviews in handicapped 
households with either the person most responsible for the handicapped person 
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or the handicapped person himself (200 interviews being common to both 
samples) . In addition, 100 doctors were to be interviewed in the seme 
interviewing points where the other interviews were conducted. 

It subsequently was decided to eliminate as candidates for the 
interview those people over 65 years of age and those suffering from 
heart conditions, emphysema, TB, and cataracts. This resulted in 
eliminating from the pool of possible "handicapped" respondents two 
groups which account for a large percentage of the total handicapped people 
in the country* -those over 65 and those with heart conditions. As a result, 
instead of the anticipated 20% yield of "handicapped" interviews in the 
cross section, the yield was 7%. Referral interviews gave a higher ratio 
than the estimated one and a half times incidence in the cross section, 
and ran at the 15% level. This meant, however, that the original cross 
section of 1,000 and referrals from it yielded only half of the 500 
handicapped" interviews anticipated. 

In order to achieve the original quota of "handicapped" interviews 
desired, it was necessary, therefore, to screen an additional cross section 
of 1,000 adults. These additional interviews consisted only of a few 
short screening questions to locate additional handicapped people. These 
interviews were carried out in the sam* sampling points as the original 
sample, and yielded approximately the same number of "handicapped" 
interviews as the original sample, bringing the total number of "handicapped" 
interviews completed to 481. 
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There were 995 interviews completed among the general public, 69 
of which were in households where there was a handicapped person. 

Screening interviews in the second round of interviews were not tabulated, 
since the sole purpose of doing them was to reach additional handicapped 
people, and they were not full questionnaires as were the original ones. 

For both sections of the basic nationwide cross section, the 
sampling method used was modified probability sampling. Specific locations 
for interviewing were selected by probability methods down to the blocks in 
which interviews were made (or rural routes in the case of unincorporated 
rural open country and urban fringe areas) . The selection of locations 
was divided into three stages. The first stage consisted of a selection 
of counties which were drawn at random proportionate to population from 
all counties in the United States. The second stage consisted of a 
selection of locations (city, town or open country) within each county, 
with the selections again made proportionate to populations living in 
different sizes of conmunity within the counties. The third stage consisted 
of a selection of specific points within the cities, towns and unin- 
corporated areas. In cities of 50,000 population and over, for which Census 
block statistics are available, blocks were selected at random proportionate 
to population. In smaller towns and cities, for which block statistics are 
not supplied by the Census, blocks were randomly selected from maps. In 
unincorporated open. country and urban fringe areas, segments were selected 
at random from county maps. Interviewers were given a. specific starting 
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household and a prescribed method of contacting households in each block 
and route. Controlled hours of Interviewing as well as controls for 
sex, age and employed women, were used in order to insure proper represen- 
tation of the various groups in the sample. The demographic assignments 
were made in accordance with Census statistics. 

Interviews with the 100 doctors were carried out in the same sampling 
points as the cross section. A random selection of names of doctors was 
drawn from the Yellow Pages of the communities in which interviewing took 
place. Only general practitioners and internists whose practice is 
basically devoted to general diagnostic medicine were interviewed. Screen- 
ing interviews were carried out on the telephone to determine doctors' 
eligibility for the interview, and appointments made for personal interviews 
with those who were eligible. 

Interviewing was carried out for the original cross section of 1,000 
people and resulting "handicapped" respondents during the period starting 
October 19 and ending November 9, 1968. Interviewing on the additional 
1,000 screening and the balance of the "handicapped*' interviews was carried 
out between November 14 and November 23, 1968. Doctors were interviewed 
between October 26 and November 23, 1968. 

All interviews were carried out in the homes of respondents and, in 
the case of doctors, in their offices. There were three different 
questionnaires used in the study-one for the general public, one for the 
handicapped, and one for doctors. 
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Technical Note : 

Throughout the tables for disabled respondents a number of percentages 
are based on less than 100 respondents. Percentages based on less than 
100 are often unreliable and should be Interpreted with caution. It should 
be noted, however, that results for disabled respondents by the various 
demographic breakdowns, although based on relatively small numbers of 
respondents, were quite consistent with results by those same breakdowns 
In the cross section. This consistency indicates the data on the disabled 
are more reliable than would normally be the case when bases are small. 

Footnotes : 

The footnotes added by the Social and Rehabilitation Service of 
the Department of Health, Education, and Welfare are followed by the 
initials : SRS . 

0ue8tip ntv»<Trg g and Tables 

In the interests of economy, this report is published without in- 
clusion of the questionnaires and of the 73 tables produced by the study. 
Any reader desiring to consult these materials may arrange to do so 
through the Office of Public Affairs, Division of Special Projects in the 
Social and Rehabilitation Service of the Department of Health, Education, 
and Welfare. 
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The major findings of the study are summarized in this section of 
the report, along with brief statements of the major results that support 
the findings. In a following section, results are discussed in detail and 
documented more fully. 

1. One of the most important findings of this study is that 
the segment of the population which has the highest incidence of 
disability- -the lower economic group— is the group which has least 
knowledge of how to deal with disability, is the most backward in 
attitudes towards caring for the disabled, and where the disabled 
are least likely to receive rehabilitation services. 

— Incidence of disability appears* to be three times higher 
in lower economic households than in upper economic 
households— 17% as opposed to 5%. 

— Among the general public in households where there is no one 
disabled, a much larger percentage of those in the lower 
economic group than in the upper and middle groups favors 
institutionalizing of the disabled over having tk?m live at 
home, and a much lower percentage favors having the handicapped 
working side by side with the non-handicapped. 



*Two things need to be said about the Incidence of disability found in this study: 

1. The three to one ratio of disability in the lower economic group could be 
affected by the fact that we were measuring only the incidence of disabled 
people living at home, and did not include those living in institutions. 

2. Pxe-survey estimates of the incidence of disabled people ranged from as low 
as one in ten to one In every two households. Because of this discrepancy, 
the incidence found in this study (7%) may have real significance. Mot in- 
cluded in the 7% are disabled who are living in institutions, over 65 years 
of age, or those disabled by reason, of heart conditions, emphysema, etc. 

Note : Wherever the term "incidence" appears in this report, this is construed 

by HEW officials to mean "prevalence" as they use the latter term. 

O 




8 



-- Over three times as many in lower economic non-disabled 

households as In upper economic households said they "didn't 
know" how they thought they might find out where rehabilita- 
tion services could be gotten If needed— 38% as opposed to 11%. 

— A much lower percentage of lower economic disabled people 
(53%) have had any special therapy cr training* than have the 
upper economic disabled (75%). 

— A much higher percentage (38%) of lower economic disabled 
people were reported to be non-functioning ("unable to work, 
attend school cr keep house"), than were upper economic (21%,), 
middle economic disabled people (25%). 

2. Further education of the general public is needed to win 
wider acceptance for disabled people living at home rather than in 
institutions, and for having the disabled work side by side with 
the non-handicapped. 

-- Surprisingly, large segments of the population support in- 
stitutionalizing of the disabled. In reacting to three 
hypothetical case histories, almost half favored institution- 
alizing a mentally retarded young man, well over one-third 
favored institutionalizing a blinded young man, and a little 
over one-fifth favored institutionalizing a youth crippled 
by a birth defect. 

*The term "special therapy and training" as used in this report means 
"vocational rehabilitation." — £»RS 
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-- Sizable groups felt all four case-history disabled (the three 
mentioned above and a middle aged stroke victim) should be 
employed in special workshops for the handicapped (ranging 
from 32% for the stroke victim up to 58% for the mentally 
retarded young man). Less than half supported work along- 
side the non-handicapped for any of the four types of dis- 
abled people* 

3* Far more of the disabled have received medical services 
related to their disabilities than have received vocational training, 
but even the level of therapy may be a good deal lower than it 
should be* 

— More than half (56%) of the disabled were reported to have 
had some form of therapy. Only one-quarter had received 
any form of vocational training, and less than one-fifth 
(18%) had received both of these services* 

4* The problem in providing rehabilitation services for the 
disabled seems to be a black and white, elther/or proposition* The 
disabled are either steered toward rehabilitation (and early after 
the onset of the disability), in which case very few report any 
problems in getting information on where to get it, or they simply 
get no rehabilitation services at all* This suggests that those 
disabled who are fortunate enough to come in contact with people 
knowledgeable about rehabilitation have the path cleared easily 
for them, while those not fortunate enough come in contact with 
people knowledgeable about rehabilitation simply do not get it 
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— The large majority of those who had received restorative medical 
services (81%) said It was "very easy" or "fairly easy" to get 
information on where it was available. 78% of those who had 
received vocational training reported similarly. 

— About two-thirds of those born with their disability who had 
had therapy had it started when they were under six years of 
age. Two- thirds whose disability occurred later in life and 
who had had therapy had it started within six months of when 
it occurred. Two-thirds who had had both medical services and 
vocational training said the vocational training either over- 
lapped with therapy, or was started within a year after therapy 
ended . 

5. Although not expressly stated by respondents, there is 
some evidence that the motivation to seek rehabilitation is not as 
strong as it might be. 

— The results of rehabilitation services were considered to be 
"satisfactory" for the majority of disabled people who had 
received these, yet large groups thought further training 
would be helpful, and most of them said they would know where 
to get it. However, they had not sought it. 

— A fair percentage of doctors (14%) volunteered as one of 
the major problems in providing rehabilitation services for 
the disabled "a lack of interest or desire to be helped on 
the part of the disabled." 
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6. Sources of information on where to get rehabilitation 
services appear to be a major problem— as was expected. Respondents 
in disabled households — part leu larly where no rehabilitation has 
occurred-- do not have clear-cut ideas on where to go for information, 
if indeed they have any ideas at all. And, the sources from which 
disabled people who have had some form of rehabilitation got their 
information are indeed diverse. 

— The majority of respondents (697.) in homes where the 

disabled had had no therapy or training said they did not 
know where they might get such aid if it were desired. 

— Both the "non-disabled" public and the "disabled" group 
cite a wide variety of sources as to where they think they 
might find out where rehabilitation services are available. 
In fact, by far the major source of information on medical 
services for those who received these was the doctor or 
hospital. Actual sources of information on vocational 
aspects were much more scattered, with doctors and 
hospitals not playing nearly so important a role as in 
therapy. Schools, teachers, and boards of education 
appear to be among the major influences in the provision 
of vocational training for the disabled. 
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7. Doctors themselves need more information on how to steer 
patients towards rehabilitation— and perhaps more motivation to do 
so. 



— Although the vast majority of doctors say their role extends 
to seeing to it that patients get restorative therapy, and 
roughly half to two-thirds say their role extends to voca- 
tional training guidance, the actual percentage of patients 
who are steered to rehabilitation services seems to belie 
this. And, at least a third of the doctors stated they do 
not consider guidance involving vocational training as part 
of their role. 

— Doctors cite a wide variety of places where they would refer 
pat lent 8 for restorative therapy— including hospitals and 
publicly supported rehabilitation services. For vocational 
training, they mainly think of state or local government 
facilities. 

— Quite a large percentage of doctors did not know of any 
publicly supported or low cost facilities in their areas 
for vocational rehabilitation services. Figures on this 
varied for the three case history patients— from half 
down to one- third. But at best, the fact that one-third 
didn't know of such facilities is not reassuring in terms 
of directions patients are given on getting rehabilitation 
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8. At the present time, the groups most important to reach 
with advertising on aid for the disabled are less aware of such adver- 
tising thau is the general public. 

— Recall of advertising on information about aid for the 

disabled was highest among respondents in homes where there 
is no one disabled (30%). Next highest recall (24%) was by 
respondents in homes where there is someone disabled, and 
lowest recall was among doctors (15%). 

- - Recall was highest among the upper economic levels who are 
most aware that rehabilitation services can help and who have 
been most inclined to obtain rehabilitation services. It 
was lowest among those most in need of help— the lower 
economic group, where need is highest, attitudes are least 
receptive, and having availed themselves of help is lowest. 

Some Questions Raised Bv The Study 

While the study produced meaningful results in a n umb er of areas, it 
also raised— or left unanswered- -certain other questions. Although some of 
the questions we see may not be new to experts in the field, we nevertheless 
feel a few of them are worthy of mention here— though not necessarily in order o 
importance : 

What are the reasons for the higher incidence of disability 
in lower economic homes? Are a number of disabled people in the lower 
economic group because of their disability, or is this group simply more 



0 



subject to disability? 
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The lower economic disabled have the highest percentage of 
"non-functioning" disabled, and also the lowest percentage who have 
received rehabilitation services* Is this a question of cause and 
effect? Are more of the other groups of disabled functioning 
better because more of them have had rehabilitation services, 
or is there a difference in the types of disabilities in this group 
that would account for it? 

Since doctors appear to be the major influence in steering 
people towards restorative therapy, is the lower incidence of such 
therapy among the lower economic in part due to less personal 
attention by a physician? 

Some Suggestions Indicated By The Study For Advertising 

The study seems to us to have several clear-cut directions for any 
advertising campaign designed to Inform the disabled about and motivate them 
to seek rehabilitation services* 

1* First, as far as the disabled themselves are concerned, 
the most important group to reach is the lower economic, and less well 
educated segment of the population* This is true both because of the 
higher incidence of disability in that group, and because those better 
off are more likely to be under the care of doctors who will steer them 
towards rehabilitation services* In addition, attitudes toward disabled 
people are more advanced among the upper economic, better educated, 
and they are more likely to seek such services on their own* 
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Thus, It seems to us there are clear implications, both on 
the selection of media for advertising and on its content. Certainly 
the media called for seems to be the "mass media" rather than the 
"class," and the content should be geared to have an impact on the 
less sophisticated. (And one question that arises here is speculation 
over whether this is the group who is likely to "write to Washington 
for information.") 

2. To encourage wider rehabilitation for the disabled, it 
appears highly important to reach doctors— and perhaps this means a 
special campaign, both in terms of media and content. Doctors play a 
very important role in guiding patients to restorative therapy, 
yet need more information on it themselves, and appear to be least 
aware of general advertising. They appear to be playing a relatively 
minor role in guiding patients toward vocational training' 

3. Special campaigns directed toward schools and teachers 
could be fruitful in encouraging wider vocational rehabilitation 
services for the disabled. 

4. Finally, the one thing that seems to need stressing is 
that there ,1s help available, but equally important along with that 
theme, that there is a central, easily accessible source of information 
on how and where to get that help. We realize that this is the aim of 
the current campaign, and we point out the need only to stress the 
Importance of the aim. 




DETAILED FINDINGS 
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THE GENERAL PUBLIC 

Incidence of Handicapped in the General Population 

In this study we were seeking those handicapped people who were 
likely prospects for rehabilitation. Based on our limited definition of 
"handicapped", the incidence of disabled people was somewhat lower than 
expected. Seven per cent of all households reported someone In the home 
under 65 disabled either by a physical or mental condition. Another 4% 

(who did not have anyone under 65 disabled in the home) reported someone 
over 65 in the home who was disabled. 

There is much higher incidence of disabled people in the lower 
economic group than in the upper and middle groups. In fact, there is almost 
direct correlation of the incidence of disability with economic groups. 





Total 


Upper 

group 


Middle 

group 


Lower 

group 


Number of households 


995 


318 


533 


126 




% 


7o 


% 


% 


TOTAL WITH DISABLED PEOPLE 


11 


5 


12 


17 










Disabled person under 65 


7 


3 


8 


11 


Disabled person over 65 


4 


2 


4 


6 


The reasons for the higher 


incidence 


of disabled people in the 


lower 


economic group could be many, and we 


can only speculate as 


to what they 


are. 



The disability could be the cause of people being in the lower rather than the 
middle or upper groups because of decreased earning power. On the other hand, 
the lower group may be more subject to accidents and illnesses that cause 
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disability because they live In a less protected and therefore more 
hazardous atmosphere-- more hazardous manual occupations, housing and 
equipment that Is not as well kept up, neighborhoods that are not as clean 
and well kept up, etc. Undoubtedly, many things could account for It, but 
whatever the reasons, the difference Is marked. 

It should be noted that when we speak of "Incidence of disability" 
we mean the percentage of households in which there is one or more disabled 
people, not the incidence of disabled people In the population. Also, the 
figures do not include the disabled who are living in institutions, and 
this could explain the economic level difference in apparent incidence— 
the upper economic levels being better able to afford sending their disabled 
to institutions, and thus, not reporting as many disabled "in the home." 

But we doubt this because the upper economic group is also better able to 
afford to care for their disabled at home, and also show more inclination 
to favor having disabled people live at home rather than in an institution. 

The survey shows that a majority of the public has some contact' 
with disabled people. 47% of all respondents reported they know someone 
under 65 who is disabled, and another 4% (who did not know someone disabled 
under 65) reported they know someone over 65 who is disabled. This is in 
addition to those who have someone disabled in their homes. Thus, only 
38% of those interviewed did not know anyone who is disabled. 

We feel these figures present a fairly solid measure of the incidence 
and acquaintance with disabled people who are not institutionalized— despite 
the fact that "disabled" or "handicapped" can mean different things to 
different people and covers a wide range of physical and mental conditions. 
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In lead-in questions prior to asking people about the presence of dis- 
abled people in their homes or their acquaintance with such people, 
we used a list of illustrative conditions that can cause disability. 

Thus, respondents had had time to consider what types of conditions 
we meant when "disabled 11 or "handicapped" was mentioned* In addition, 
a disabled person was defined as someone **who has a permanent or 
continuing physical or mental condition — either one he was born with 
oc one that developed later — that keeps him or her from doing the things 
that the average person can do." 

The Public’s Perception of Which Disabilities 
Can Be Helped by Therapy And Training 

As noted earlier, respondents were shown a list of conditions to 
illustrate what we meant by "disabled" or "handicapped" people. Basically 
to give them time to consider these conditions before we asked about 
incidence in their homes and acquaintance with disabled people, but also 
to explore opinions as to the helpfulness of restorative therapy and train- 
ing, respondents were asked which of the conditions they thought therapy 
and training would help, and then which they thought therapy and training 
could do little to help. Restorative therapy and training were thought to 
be helpful in each case by a majority of respondents— though to varying 
degrees* 42% said all could be helped, and others singled out specific 
ones and omitted others. Correspondingly, relatively small percentages 
named conditions they thought therapy or training could do little to help, 
and virtually no one said "all" c ouldn’t be helped. Including the 42% 
who said "all" could be helped, answers to the two questions were as follows: 
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Special therapy or training 





Would 
he lp 


Would do little 
or nothing 
to help 


Number of respondents 


995 


995 




% 


% 


Blindness 


80. 


9 


Deafness 


76 


10 


Cerebral Palsy 


65 


15 


Loss of hand or arm 


79 


7 


Loss of foot or leg 


77 


8 


Partial paralysis due* to stroke 


76 


9 


Partial paralysis due to spinal injury 


66 


14 


Mental retardation 


74 


11 


Arthritis (severe) 


65 


18 


Birth defect of arms or legs 


73 


9 


Crippling due to polio 


84 


4 


Crippling due to muscular dystrophy 


65 
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Despite the generally high level of conditions thought to be 
benefited by therapy and training there was enough variation to highlight 
one point. The condition most named as one that could be helped by therapy 
and training was 'crippling due to polio. " Over the years, the benefits of 
therapy and training for polio victims has probably had more publicity than 
any other particular form of rehabilitation. This suggests that a concerted 
campaign can be effective in educating the public about aid for the disabled. 
It was noteworthy that there was less variation by level of education in 
the percentages thinking polio could be helped by rehabilitation than for 

any other conditions on the list. 
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